
Annual Report of the Green Mountain Care Board  
to the Vermont General Assembly  

January 15, 2013 
 
 
 
 

 
                                                 

 
 
 

The Green Mountain Care Board is committed to the Institute for Healthcare 
LƳǇǊƻǾŜƳŜƴǘΩǎ ά¢ǊƛǇƭŜ !ƛƳΣ έ ǿƘƛŎƘ Ƙŀǎ ōŜŜƴ ŀŘƻǇǘŜŘ ōȅ ǘƘŜ 

 federal Centers for Medicare and Medicaid Services.  We aim to: 
 

¶ LƳǇǊƻǾŜ ±ŜǊƳƻƴǘŜǊǎΩ experience of care (including quality and 
satisfaction); 

¶ Improve the health of Vermonters; and 

¶ wŜŘǳŎŜ ±ŜǊƳƻƴǘΩǎ per capita costs of health care. 
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The members of the Green Mountain Care Board wish to express our gratitude 
to our amazing staff, who have demonstrated flexibility, dedication, passion, and a shared 

sense of good humor in our first year serving the people of Vermont. 
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From left to right: Board Member Al Gobeille, Board Chair Anya Rader Wallack, Executive Director Georgia 
Maheras, and Board Members Karen Hein, Con Hogan and Allan Ramsay 

 

 
±ŜǊƳƻƴǘΩǎ IŜŀƭǘƘ System  
and the Role of the Green Mountain Care Board 
 
State government has taken a more-activist role 
in overseeing health care delivery and spending 
in Vermont than in many other states.  Ours has 
been a fairly oligopolistic health care market ς 
one characterized by little competition -- for 
Ƴŀƴȅ ȅŜŀǊǎΣ ŀƴŘ ǘƘŜ ǎǘŀǘŜΩǎ ǇƻƭƛŎȅ Ƙŀǎ ōŜŜƴ ǘƻ 
provide for significant regulatory oversight. 
 
Vermont has had a system of hospital budget 
oversight in place since 1983, has required state 
approval of major capital expenditures by health 
ŎŀǊŜ ǇǊƻǾƛŘŜǊǎ όǳƴŘŜǊ ŀ άŎŜǊǘƛŦƛŎŀǘŜ ƻŦ ƴŜŜŘέ 
program) and has long required review and 
approval of health insurer rate increases.  We 
also have developed an expenditure analysis 
since 1991 that details health care spending and 
cost growth from year-to-year.  More recently, 
the state has developed an all-payer claims 
dataset (APCD).  This is a repository of data from 
nearly all health insurers doing business in the 

  
Some Features of ±ŜǊƳƻƴǘΩǎ  

Health System 
Á мп ŎƻƳƳǳƴƛǘȅ ƘƻǎǇƛǘŀƭǎΣ 
ƛƴŎƭǳŘƛƴƎ у ŎǊƛǘƛŎŀƭ ŀŎŎŜǎǎ 
ƘƻǎǇƛǘŀƭǎ όŦŜǿŜǊ ǘƘŀƴ нр ōŜŘǎύΦ 

Á м ƛƴ-ǎǘŀǘŜ ŀŎŀŘŜƳƛŎ ƳŜŘƛŎŀƭ 
ŎŜƴǘŜǊΣ Ǉƭǳǎ 5ŀǊǘƳƻǳǘƘ-
IƛǘŎƘŎƻŎƪΣ ǇǊƻǾƛŘŜ Ƴƻǎǘ ǘŜǊǘƛŀǊȅ 
ŎŀǊŜΦ 

Á у CvI/ǎ ǎŜǊǾƛƴƎ ƳƻǊŜ ǘƘŀƴ 
мнлΣллл ±ŜǊƳƻƴǘŜǊǎΦ 

Á CŜǿŜǊ ǘƘŀƴ нллл ǇƘȅǎƛŎƛŀƴǎΣ 
ƳƻǊŜ ǘƘŀƴ ƘŀƭŦ ƻŦ ǿƘƻƳ ŀǊŜ 
ŜƳǇƭƻȅŜŘΦ 

Á о ƛƴǎǳǊŀƴŎŜ ŎŀǊǊƛŜǊǎΣ ƻƴƭȅ н ƛƴ 
ǎƳŀƭƭ ƎǊƻǳǇ ƳŀǊƪŜǘΦ 

Á сΦу҈ ǳƴƛƴǎǳǊŜŘΦ 
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state that allows us to examine patterns of health care use, price and overall cost in a 
way that is not possible in most states. 
 
The Legislature created the Green Mountain Care Board (GMCB) in 2011.  The GMCB 
was given broad authority over health policy-making, and was expected to provide for 
better cohesion of policy across previously separate elements and a higher level of 
accountability for outcomes, and foster improved transparency in regulatory processes.  
!ŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ Da/.Ωǎ ŜƴŀōƭƛƴƎ ǎǘŀǘǳǘŜ (18 VSA § 9372): 
 
άLǘ ƛǎ ǘƘŜ ƛƴǘŜƴǘ ƻŦ ǘƘŜ ƎŜƴŜǊŀƭ ŀǎǎŜƳōƭȅ ǘƻ ŎǊŜŀǘŜ ŀƴ ƛƴŘŜǇŜƴŘŜƴǘ ōƻŀǊŘ ǘƻ ǇǊƻƳƻǘŜ 
the general good of the state by: 

1. improving the health of the population; 
2. reducing the per-capita rate of growth in expenditures for health services in 

Vermont across all payers while ensuring that access to care and quality of 
care are not compromised; 

3. enhancing the patient and health care professional experience of care; 
4. recruiting and retaining high-quality health care professionals; and 
5. ŀŎƘƛŜǾƛƴƎ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ǎƛƳǇƭƛŦƛŎŀǘƛƻƴ ƛƴ ƘŜŀƭǘƘ ŎŀǊŜ ŦƛƴŀƴŎƛƴƎ ŀƴŘ ŘŜƭƛǾŜǊȅΦέ 

 
Vermont law (18 VSA, § 9375) requires that annually, on or before January 15, the 
GMCB submit a report of its activities for the preceding state fiscal year to the House 
Committee on Health Care and the Senate Committee on Health and Welfare. The law 
requires that the report include: 
 

¶ Any changes to the payment rates for health care professionals established by 
the GMCB;  

¶ Any new developments with respect to health information technology; 

¶ Any health system evaluation criteria adopted by the GMCB; 

¶ Any results of the system-wide performance and quality evaluations required of 
the GMCB; 

¶ Any recommendations for modifications to Vermont statutes; and  

¶ Any actual or anticipated impacts on the work of the board as a result of 
modifications to federal laws, regulations, or programs.  

 
The law also requires that the report identify how the work of the GMCB aligns with the 
principles expressed in section 9371 of title 18.  (See Appendix A for a full discussion of 
the statutory requirements for this report.) 
 
This report is intended to meet the statutory requirements for GMCB reporting to the 
Legislature for 2013.  While the statute technically requires a report on the previous 
state fiscal year (July 1 - June 30), we are reporting here on activities during calendar 
year 2012, as the board has yet to exist for a full fiscal year and calendar year reporting 
is more up-to-date.  
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¢ƘŜ Da/.Ωǎ role 
 
The Legislature gave the GMCB a number of powers and duties to use in carrying out its 
charge.  These include: 
 

¶ Payment and delivery system reform: Develop, implement and evaluate the 
effectiveness of health care payment and delivery system reforms designed to 
control the rate of growth in health care costs and maintain health care quality 
in Vermont. 

¶ Health insurer rate approval: Approve, modify, or disapprove requests for 
health insurance rates pursuant to 8 V.S.A. § 4062 within 30 days of receipt of a 
request for approval from the commissioner of financial regulation, taking into 
consideration the requirements in the underlying statutes, changes in health 
care delivery, changes in payment methods and amounts, and other issues at the 
discretion of the board. 

¶ Hospital budget 
approval: Review 
and establish 
hospital budgets 
annually. 

¶ Approval of major 
health care capital 
expenditures 
(began January 1, 
2013): Review and 
approve, approve 
with conditions, or 
deny applications 
for certificates of 
need. 

¶ Exchange benefits approval: Review and approve, with recommendations from 
the commissioner of Vermont health access, the benefit package or packages for 
qualified health benefit plans ǘƻ ōŜ ƻŦŦŜǊŜŘ ƛƴ ±ŜǊƳƻƴǘΩǎ IŜŀƭǘƘ .ŜƴŜŦƛǘ 
Exchange (in accordance with the federal Affordable Care Act). 

¶ Vermont health system Dashboard: Develop and maintain a method for 
evaluating Vermont health system performance and quality. 

¶ Unified health care budget: Develop a unified health care budget to guide the 
overall growth and allocation of health care spending in Vermont. 

¶ Health information technology: Review and approve Vermont's statewide 
health information technology plan to ensure that the necessary infrastructure is 
in place to enable the state to achieve its health reform goals. 

¶ Health care workforce policy: Review and approve the ǎǘŀǘŜΩǎ health care 

Mark Larson, Commissioner of the Department of Vermont Health 
Access, testifies at a Green Mountain Care Board meeting. 
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workforce development strategic plan. 

¶ Health planning: Review the ǎǘŀǘŜΩǎ health resource allocation plan. 

¶ Provider rate-setting: Set rates for health care professionals pursuant to section 
9376 of this title, to be implemented over time, and make adjustments to the 
rules on reimbursement methodologies as needed. 

 
In addition, the GMCB has some specific duties related to development of Green 
Mountain Care, a program of publicly-financed, universal coverage under development 
for Vermont.  These include: 
 

¶ Prior to implementing Green Mountain Care, the GMCB shall consider 
recommendations from the Agency of Human Services, and define the Green 
Mountain Care covered benefits package. 

¶ Prior to implementing Green Mountain Care and annually after implementation, 
the GMCB shall recommend to the general assembly and the governor a three-
year Green Mountain Care budget, to be adjusted annually in response to 
realized revenues and expenditures, that reflects any modifications to the 
benefit package and includes recommended appropriations, revenue estimates, 
and necessary modifications to tax rates and other assessments. 

 
 
 
 
±ŜǊƳƻƴǘΩǎ /ƘŀƭƭŜƴƎŜǎ 
 
The Legislature created the GMCB to address pressing needs in Vermont: the need to 
reduce health care cost growth to a sustainable rate and the need to improve health 
and health care quality. Vermont has a high-quality health care system by many 
measures, but the overall rate of health care cost growth is not sustainable, and we do 
not get optimum return on our health care investments, for a number of reasons: 

¶ Patient care is poorly integrated; 

¶ Technology does not allow for adequate communication between providers; 

¶ The payment system promotes the use of more health care services, rather than 
better health; 

¶ The system is geared toward treating illness rather than preventing it; 

¶ Vermonters do not do all they can to be healthy;  

¶ We have a small population over which to spread fixed costs of health care 
facilities and services; and 

¶ New innovations that improve the treatment of or cure disease often are very 
expensive.  

Health care cost growth during the period 1997-2009 greatly outstripped economic 
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growth, in Vermont and nationally.  In 2010 and 2011, health care cost increases were 
closer to (but still exceeded) economic growth, but experts predict that the gap 
between economic growth and health care cost growth will widen again in 2014 and 
continue for the years beyond.  As shown in figure 1, United States health care cost 
growth consistently has exceeded inflation by about two percentage points, in good 
economic times and bad, resulting in higher per capita costs over time, even after 
adjusting for inflation. 

Figure 1. Health Care Cost Growth Relative to Inflation, 1966-2006 

Source: Stuart Altman, Ph.D. 

This mismatch might not sound significant, but it has resulted in fairly steady growth in 
the percentage of each dollar we earn that pays for health care.  In 2011, Vermont spent 
an estimated 19.3 percent of gross domestic product on health care, significantly more 
than the national average of 16.9 percent (as shown in figure 2).  Vermont health 
spending as a percentage of GDP was 16 percent in 2005.  The percentage of GDP 
dedicated to health care did not grow in Vermont or nationally from 2009-2011, as a 
result of the recession and reduced government health care spending, but current 
predictions show health care growth continuing its historical trajectory in 2014 and 
beyond. 
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Figure 2 

 

Creation of a new state regulatory body, like the GMCB, does not magically change the 
Ŏƻǎǘ ƻǊ ƻǳǘŎƻƳŜǎ ƻŦ ±ŜǊƳƻƴǘΩǎ ƘŜŀƭth care system, but it allows us a new opportunity to 
share state policies that foster and support change among Vermonters, their health care 
providers, health care payers and government to reduce cost growth and improve 
outcomes.  While Vermont generally gets high marks for the quality of its health system, 
there are areas such as deaths from colorectal cancer (see figure 3) and obesity (one in 
every four Vermonters is obese and that number is growing), in which we can improve.   
More than 40,000 Vermonters remain uninsured1 and more than 160,000 Vermonters 
were underinsured meaning that their deductibles exceeded 5 percent of household 
income or health care expenses exceeded 10 percent of household income or both2. 

                                                        
1 2012 Vermont Household Health Insurance Survey 
2 ±ŜǊƳƻƴǘ hŦŦƛŎŜ ƻŦ IŜŀƭǘƘ !ŎŎŜǎǎ tƭŀƴƴƛƴƎ ŦƻǊ ±ŜǊƳƻƴǘΩǎ IŜŀƭǘƘ .ŜƴŜŦƛǘǎ ExchangeTask 7: Study of the 
Uninsured and Underinsured 
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Figure 3 

 

Source: Centers for Disease Control (CDC Wonder Online Database) 

 
 

GMCB Progress in 2012 
 
The GMCB made good progress during 2012 on addressing its responsibilities.  We have 
increased transparency in Vermont health care regulation, increased public participation 
in shaping Vermont health care reform and had a positive effect on reducing costs and 
improving quality.  Most crucially, we have taken important steps to encourage 
development of a true health system in Vermont.  We have articulated a long-term 
vision and strategies and some shorter-term policies that will support: 
 

¶ Alignment of provider payment and delivery system changes with state and 
federal health policy goals; 

¶ Better integration and coordination across individual health care providers and 
provider groups; and 
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¶ Availability of good data and analysis to allow for evaluation of system changes 
over time. 

 
¢ƘŜ /ƻƳƳƻƴǿŜŀƭǘƘ CǳƴŘ ƛƴ нллс ŎƻƳǇƭŜǘŜŘ ŀ ǎǘǳŘȅ ƻŦ άƘƛƎƘ ǇŜǊŦƻǊƳŀƴŎŜ ƘŜŀƭǘƘ 
ǎȅǎǘŜƳǎέ ŀǊƻǳƴŘ ǘƘŜ ƎƭƻōŜ ǘƘŀǘ ŀǊŜ ǎǳŎŎŜǎǎŦǳƭ ƛƴ ǎǳǇǇƻǊǘƛƴƎ ǘƘŜƛǊ ŎƛǘƛȊŜƴǎ ǘƻ ŀŎƘƛŜǾŜ 
lƻƴƎΣ ƘŜŀƭǘƘȅ ŀƴŘ ǇǊƻŘǳŎǘƛǾŜ ƭƛǾŜǎΦ  !ŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ CǳƴŘΩǎ нллс ǊŜǇƻǊǘ, ά! CǊŀƳŜǿƻǊƪ 
ŦƻǊ ŀ IƛƎƘ tŜǊŦƻǊƳŀƴŎŜ IŜŀƭǘƘ {ȅǎǘŜƳ ƛƴ ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎΣέ3 countries that achieve this 
mission have three core attributes: 
 

¶ A commitment to a clear national strategy for achieving the mission and an 
established process to implement and refine their strategy for achieving it; 

¶ Delivery of health care services through models that emphasize coordination and 
integration; and,  

¶ Establishing and tracking metrics for health outcomes, quality of care, access to 
care, population-based disparities and efficiency. 

 
We believe we have made progress toward developing these attributes in the Vermont 
health care system in 2012, and we are convinced that, with more work, Vermont can 
serve as a proving ground for development of a high-performance health system at the 
state level.  ±ŜǊƳƻƴǘΩǎ ǎǘǊŀǘŜƎȅ ŦƻǊ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƛƴƴƻǾŀǘƛƻƴ ŜƳǇƘŀǎƛȊŜǎ ǎŜǾŜǊŀƭ ƪŜȅ 
operational components of high-performing health systems: integration within and 
between provider organizations, movement away from fee-for-service payment 
methods toward population-based models, and payment based on quality performance.   
 
As part of our long-term strategy to develop a high-performance health system, we also 
began a process this year of examining ways in which factors outside the health care 
system influence health care costs and the health of Vermonters.  Figure 4 below 
illustrates the strong influence that the environment and healthy behaviors exert on 
health.   
 
 
 

                                                        

3 The Commonwealth Fund Commission on a High Performance Health System, Framework for a High Performance 
Health System for the United States, The Commonwealth Fund, August 2006 
http://www.commonwealthfund.org/Publications/Fund-Reports/2006/Aug/Framework-for-a-High-Performance-
Health-System-for-the-United-States.aspx 

 

http://www.commonwealthfund.org/Publications/Fund-Reports/2006/Aug/Framework-for-a-High-Performance-Health-System-for-the-United-States.aspx
http://www.commonwealthfund.org/Publications/Fund-Reports/2006/Aug/Framework-for-a-High-Performance-Health-System-for-the-United-States.aspx
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Figure 4

Throughout 2012, the Board focused its efforts on creating connections between its 
regulatory work and the goal of developing this High Performance Health System.  The 
following pages will describe the specific progress made by the Board in our regulatory 
and program areas: payment and delivery system reforms, insurance carrier rate review 
decisions, hospital budgeting, Exchange benefits, expenditure analysis and data 
infrastructure, unified health care budgeting, system measurement through the 
Dashboard, transparency and public engagement, health information technology and 
workforce. 
 

Payment and delivery system reform 
 

During 2012 the GMCB continued development of payment and delivery system 
reform ǘƘŀǘ ǿƛƭƭ ǳƴŘŜǊǇƛƴ ±ŜǊƳƻƴǘΩǎ ŦǳǘǳǊŜ Ŏƻǎǘ ŎƻƴǘŀƛƴƳŜƴǘ ŜŦŦƻǊǘǎΦ !Ŏǘ пуΩǎ ƳŀƴŘŀǘŜ 
is for payment reform in Vermont to move away from fee-for-service provider payments 
and toward payment methods that reinforce our efforts to improve the health of 
Vermonters, improve the quality of care, and contain the rate of growth in health care 
costs. In 2012, the GMCB began implementing new payment systems on a pilot basis 
with willing providers across all payers, including Medicaid and Medicare. The pilots 
include a stroƴƎ ŜƭŜƳŜƴǘ ƻŦ άŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳ ǊŜŦƻǊƳΣέ ƳŜŀƴƛƴƎ ŀƴ ŜŦŦƻǊǘ ǘƻ ŘŜŦƛƴŜ ǘƘŜ 
best care processes for a particular type of care while changing the payment stream to 
support adherence to that process.  We are evaluating the pilots to judge their 
applicability to broader populations of providers and patients.  Figure 5 shows the goals 



10 
 

of our delivery system and payment reform efforts. 
 
Figure 5  Goals of GMCB Delivery System and Payment Reform Efforts 
 

 
 
 
Our payment reform work has been aided by grant support from the Robert Wood 
Johnson Foundation to staff our management of payment reform pilots.  
 
In September, the GMCB and the Agency of Human Services (AHS) jointly submitted an 
application to the federal Center for Medicare & Medicaid Innovation (CMMI) under the 
{ǘŀǘŜΩǎ LƴƴƻǾŀǘƛƻƴ aƻŘŜƭǎ ό{Laύ ƛƴƛǘƛŀǘƛǾŜ: 
http://www.gmcboard.vermont.gov/sites/gmcboard/files/Project%20Narrative.pdf  
LŦ ŀǿŀǊŘŜŘΣ ǘƘŜ ƎǊŀƴǘ ǿƛƭƭ ǎǘǊŜƴƎǘƘŜƴ ±ŜǊƳƻƴǘΩǎ ŎŀǇŀŎƛǘȅ ǘƻ ƛƳǇƭŜƳŜƴǘ ŀƴŘ ŜǾŀƭǳŀǘŜ 
health care payment and delivery system reforms.  To apply for the grant, we worked 
with numerous agencies and departments of state government and external 
stakeholders to develop a State Health Care Innovation Plan, which can be viewed at: 
http://gmcboard.vermont.gov/sites/gmcboard/files/B%20Vermont_Health_Care_Innov
ation_Plan%20FINAL.pdf.  The plan and the grant narrative describe how we intend to 
develop a high performance health system in Vermont with federal support. 
 
Under the SIM grant, Vermont proposed to test three payment models: 

¶ Shared Savings Accountable Care Organizations (ACOs); 

¶ Bundled Payments; and  

¶ Pay for Performance (P4P). 

http://www.gmcboard.vermont.gov/sites/gmcboard/files/Project%20Narrative.pdf
http://gmcboard.vermont.gov/sites/gmcboard/files/B%20Vermont_Health_Care_Innovation_Plan%20FINAL.pdf
http://gmcboard.vermont.gov/sites/gmcboard/files/B%20Vermont_Health_Care_Innovation_Plan%20FINAL.pdf
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Table 1 summarizes the unique purpose of each model. 
 

 
 
¢ƘŜ {La ƎǊŀƴǘ ŀƭǎƻ ǿƻǳƭŘ ǎǳǇǇƻǊǘ ōǊƻŀŘŜǊ ŜŦŦƻǊǘǎ ǘƻ ŀǎǎǳǊŜ ǘƘŀǘ ±ŜǊƳƻƴǘΩǎ ƘŜŀƭǘƘ ŎŀǊŜ 
data collection and analysis supports health system improvement and good health 
policy.  The grant also would provide funds to coordinate payment and delivery system 
reforms across primary care, specialty care, mental health and long-term services and 
supports.  Figure 6 provides a proposed timeline for implementation of the SIM models 
and the timing of related reform efforts. 
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Figure 6  Timeline for State Innovation Model Components and Related State Health 
Reform Efforts 
 

 
 
To complement the work we have proposed under the SIM grant, the GMCB and AHS 
have proposed a state innovation oversight structure that includes representation from 
inside and outside state government.  Overall SIM project management and decision-
making will be provided by a Core Team comprised of the Chair of the GMCB, the 
Director of Health Care Reform, the Secretary of Human Services and the Commissioner 
of the Department of Vermont Health Access (DVHA). The Core Team will be advised by 
a SIM Steering Committee.  This group will include internal and external stakeholders. 
Three working groups will report to the Steering Committee in specific subject areas: an 
ACO Standards Working Group, a Quality and Performance Measures Working Group 
and an HIT/Data Working Group.  
 
The ACO Standards Working Group will focus on the development of standards to 
govern the operation of ACOs or other integrated care networks (ICNs) that could 
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operate in the commercially-insured market and Medicaid. The Quality and 
Performance Working Group will identify measures to reflect the performance of 
Accountable Care Organizations (ACOs) and other delivery system and payment reform 
models that could operate in the commercially-insured market and Medicaid. The 
working group also will identify ways to connect quality measures with payment 
mechanisms such as shared savings and communicate performance to consumers 
through public reporting. The HIT/Data Working Group will develop recommendations 
around the expansion of health information technology and health data analysis within 
±ŜǊƳƻƴǘ ǘƻ ǎǳǇǇƻǊǘ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ IŜŀƭǘƘ /ŀǊŜ LƴƴƻǾŀǘƛƻƴ tƭŀƴ. 
 
As we await word from CMMI on the SIM grant, payment reform pilots progress on 
numerous fronts: 

¶ In St. Johnsbury, payments have begun for providers involved in the 
Northeastern Vermont Oncology Pilot, which the GMCB approved in June.  The 
pilot seeks to improve the quality of care for cancer patients in the area.  It 
provides incentives to primary care providers, oncologists, and other providers 
to coordinate cancer care.  GMCB staff and consultants are working with the 
operational and clinical team in St. Johnsbury to implement this pilot and 
evaluate its effectiveness. Work is currently underway with Dartmouth-
Hitchcock Medical Center to develop the metrics and performance measures for 
the pilot.  For more detail on this pilot: 
http://gmcboard.vermont.gov/sites/gmcboard/files/Oncology_Pilot.pdf 

¶ In Brattleboro, we continue work with the Brattleboro Retreat to develop a 
Bundled Payment Initiative focusing on opiate detoxification.  Our goal is to 
begin the pilot early in 2013. 

¶ In St. Albans, Northwestern Medical Center has developed a project to reduce 
emergency room use, with a shared savings agreement with Medicaid and 
private payers.  This project will come to the GMCB for approval in 2013. 

¶ In Burlington, we are in the preliminary stages of evaluating data for hip and 
knee replacements with the intent of developing a bundled payment pilot.  

¶ In Rutland, community providers and Rutland Regional Medical Center have 
developed a bundled payment initiative designed to improve care for patients 
with Congestive Heart Failure.  The project was approved for Medicare 
participation this month.   

¶ Also in Rutland, the local hospital and FQHC have been working with GMCB staff 
to develop a physician/hospital global budget model. 

¶ Lƴ ŀŘŘƛǘƛƻƴΣ ±ŜǊƳƻƴǘΩǎ ŜƛƎƘǘ ŦŜŘŜǊŀƭƭȅ-qualified health centers (FQHCs) are 
developing a joint proposal for a shared savings payment reform pilot that 
would include Medicaid and commercial insurers.  We expect to receive that 
proposal early in 2013. 
 

In additionΣ ǿŜ ƘŀǾŜ ǿƻǊƪŜŘ ŎƭƻǎŜƭȅ ǿƛǘƘ ƭŜŀŘŜǊǎ ƻŦ ±ŜǊƳƻƴǘΩǎ ŜƳŜǊƎƛƴƎ !/hǎ to shape 
their development.  These are groups of physicians, hospitals and other health care 

http://gmcboard.vermont.gov/sites/gmcboard/files/Oncology_Pilot.pdf
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providers who form an organization to coordinate the services of the Medicare patients 
they serve.  Two organizations in Vermont have applied to be Medicare ACOs: 
Accountable Care Coalition of the Green Mountains and OneCare Vermont.  
Accountable Care Coalition of the Green Mountains was approved by CMS on July 1, 
2012 and includes approximately 100 physician members of Health First, a state-wide 
Independent Practice Association (IPA).  OneCare Vermont was approved on January 10, 
2013 as an LLC jointly formed by Fletcher Allen Health Care and Dartmouth Hitchcock 
Medical Center, which also includes 12 of the 13 community hospitals in Vermont and 
their employed physicians, two Federally Qualified Health Centers (FQHCs), five rural 
health centers, the Brattleboro Retreat and 58 community physician practices.   
 
 
Health insurer rate approval 
 
During 2012, the GMCB developed its role as decision-maker in health insurance rate 
cases. The law requires the GMCB to approve, modify, or disapprove requests for health 
insurance rates pursuant to 8 V.S.A. § 4062 within 30 days of receipt of a request for 

approval from the commissioner of 
financial regulation, taking into 
consideration the requirements in the 
underlying statutes, changes in health care 
delivery, changes in payment methods and 
amounts, and other issues at the 
discretion of the board.  This has been one 
of our most challenging tasks to date. 
Since accepting responsibility for 
reviewing health insurance rate increases 
in January 2012, and receiving our first 
filing in April, the Board has completed 39 
rate reviews and has held hearings in 12 of 
those reviews.  Appendix D provides a full 
listing of proposed and approved rate 
increases considered by the GMCB during 
2012. 
 
The rate review process is two-fold: The 
Department of Financial Regulation (DFR) 
ŦƛǊǎǘ ǊŜǾƛŜǿǎ ǘƘŜ ŎŀǊǊƛŜǊΩǎ ǊŜǉǳŜǎǘ ŀƴŘ ǘƘŜ 

Commissioner of DFR makes a recommendation to the Board; the Board then reviews 
the filing with special attention to the effect of the proposed rate on cost containment, 
improving the quality of care, and improving the health of the population.   
 
hŦ ŀƭƭ ǘƘŜ .ƻŀǊŘΩǎ ŘǳǘƛŜǎΣ ƻǳǊ ŀŎǘƛƻƴǎ ƻƴ ǊŀǘŜ ǊŜǾƛŜǿ ǘŜƴŘ ǘƻ ƘŀǾŜ ǘƘŜ ƎǊŜŀǘŜǎǘ 
immediate impact on Vermonters.  For this reason, we devote special attention to 


